Abdomino-anal resection is of value in a small minority of cases, particularly as a palliative procedure for cancer, though the functional result may not be perfect.
Abdomino-anal resection is of value in a small minority of cases, particularly as a palliative procedure for cancer, though the functional result may not be perfect.
In our hands the unsatisfactory control following the pull-through types of operation has made us discard these procedures.
(2) Site of growth.-The growth should be situated not less than 10 cm. from the anus on sigmoidoscopy, and at operation above the peritoneal floor. The peritoneal relationship and the distance of the growth from the anus together form a useful yardstick for judging the site of the growth.
(3) Extent and histology of growth.-An advanced growth, or one of a high grade of malignancy, is unsuitable for anterior resection, owing to the likelihood of local recurrence. Except in a few cases, combined excision is then the most satisfactory procedure.
(4) Hepatic secondaries.-When it is possible to remove the primary growth completely and there are irremovable hepatic metastases, anterior resection is a desirable operation. It is unwise, however, to risk the chance of local recurrence in growths unsuited for restoration of continuity, even though the prognosis is hopeless.
(5) Build of patient.-In fat patients with a short fatty mesentery and small pelvis a radical operation may sometimes be difficult and restoration of continuity under these conditions may be unwise.
(6) Associated pathological conditions.-Malignant infiltration of other pelvic organs, extensive diverticulitis or ulcerative colitis are contraindications to the operation.
In 573 major operations for carcinoma of the rectum and rectosigmoid, 154 (26-9 %) were considered suitable for restoration of continuity.
COMPARISON OF RESULTS FOLLOWING ANTERIOR RESECTION AND COMBINED EXCISION
From a personal series of 573 major operations for carcinoma of the rectum and rectosigmoid, the following facts emerge:
The operability (resectability) rate for all cases was 94 5 %.
The operative mortality rate following 395 synchronous combined excisions was 3 8 % and for 150 anterior resections was 5 3 %.
It is worthy of note that the operative mortality rates for those cases operated upon at St. Mark's Hospital-synchronous combined excision 3.0%, and anterior resection 3-4%were almost equal.
Comparative survival rate.-In order to make a true comparison of survival following combined excision and anterior resection, it is essential to take into account the site and the extent of the primary growth, and the age and sex of the patient.
The uncorrected survival rates of radical operation are 631 % for anterior resection and 55-10 for synchronous combined excision, The better results following anterior resection are explained by the fact that, in general, the more favourable cases were chosen for this operation. Mayo et al. (1958) reported a similar uncorrected survival rate of 61 % following anterior resection for growths at or above 10 cm. from the anus. The true comparison of survival rates is seen when the figures are corrected for site and extent of growth, and age and sex. It is found that there is little difference between the two operations-combined excision 7855%, and anterior resection 76-9 0. The gratitude of those patients fortunate enough to be free of a colostomy is ample reward for the extra effort taken in selection and in the performance of anterior resection.
Is the Continuance of Ultra-radical Operations for Cancer of the Colon and Rectum Justifiable ?
Minneapolis, Minnesota WITH improved methods of pre-operative preparation, more adequate anesthesia, better patient support during operation and improved post-operative care, the surgeon has been able greatly to increase the extent of his surgical procedures. This has naturally led to attempts to cure a greater number of patients suffering from cancer of the rectum and colon by extending the scope of surgical operations. Since at present operations may be extended almost indefinitely it becomes necessary to determine at what point an operation ceases to be of advantage to the patient and becomes detrimental to his interests.
In determining the advisability of an operation certain fundamental questions must be considered. Among them are: the risk involved, the probability of cure or, if not cured, whether the patient can be made more comfortable or his life prolonged. If the risk to life is prohibitive or if, following the operation, the patient is likely to be miserable and a burden to himself and family, it might be questioned whether recommendation of the operation is wholly justifiable. We do know that operations can and have been carried to a point where the patient is left in a deplorable condition or has suffered grievous complications without a commensurate increase in life expectancy or relief of symptoms.
"Emeritus Clinical Professor of Surgery, University of Minnesota, Minneapolis.
Supplement
Three procedures more radical than those generally accepted will be discussed. I personally look upon these procedures as being investigative in character and as justifiable attempts to increase the number of cures in cases of cancer of the rectum and colon. The question involved is whether or not in the light of results obtained their continued use is advisable or justifiable. The most radical of these methods is that of pelvic exenteration as performed by Brunschwig and others. This consists of removal of all pelvic viscera, wide dissection of the lymphatics and implantation of the ureters cutaneously or into the colon. There is no question of the deplorable condition of a patient following such operations. As to survival rate, Brunschwig reports a hospital mortality of 27% with 12%
five-year cures. To me it is a question of whether or not the surviving 12 % should be considered lucky ones. In any percentage of cures it is also a question of whether or not some might have been cured by a less radical operation.
The second investigative approach, hoping to increase the curability of cancer of the colon and rectum, is that of the so-called "second look" operations as carried out by Wangensteen and his co-workers at the University of Minnesota. Briefly, this approach is to reoperate upon patients who have no clinical evidence of recurrence of cancer. The repeat operation is done nine months after the original operation. If residual cancer is found the operation is repeated at similar intervals until the patient is found to be free of cancer, is deemed inoperable, or has died. A total of 96 patients having cancer of the colon and rectum were subjected to this procedure-45 with cancer of the rectum and 51 with cancer of the colon. Twenty-two of the patients with cancer of the rectum were found to have residual cancer at the second operation. Of these, three are living and presumably cancer-free for intervals of twenty, twenty-six and forty-nine months since the last look. The remainder are dead or have inoperable residual cancer. There were no operative deaths.
Of the 51 patients with cancer of the colon, 27 were found to have residual cancer at the time of the second operation. Of these, five are living at intervals varying from thirty-one to eightynine months after the last look. There were five operative deaths. One patient had six operations and was living six years after the last look. The percentage of cures is not too impressive nor can the results be considered final. In my own experience I have found an occasional patient who has survived for eight or more years with known metastatic cancer and five-year survivals are relatively common.
The third procedure is that of abdominopelvic lymph-node dissection done at the time of operation for cancer of the lower colon or rectum. Reports by Stearns and Deddish and by Bacon on this less radical operation leave some doubt as to whether even this procedure will be worth continuing. Bacon's report is somewhat more favorable than that of Steams and Deddish since he reports a 5 % increase in five-year cures in his series with no increase in mortality. He did not encounter a greater morbidity or more complications than encountered in less radical procedures.
Steams and Deddish in reporting 122 cases found that in 11 cases, or 9 %, metastatic glands were found in tissue which would not have been removed by less radical operation. They report an operative mortality rate of 3 % but do not state whether this rate is more or less than in the case of less radical procedures. They report an increase in hospital stay of seven to ten days, the occurrence of several ureteral fistulas requiring nephrostomies or skin ureterostomies and one bladder fistula which healed spontaneously. Prolonged catheterization in male patients was the rule and impotence occurred in practically all male patients. They conclude: "We prefer to draw no final conclusion at this time. Probably additional experience will teach us much but at this point we do not feel justified in urging adoption of this additional dissection as a supplement to the usual procedures employed in treatment of carcinoma of the rectum and distal portion of the sigmoid."
In my opinion these surgical investigations have shown that further extensions of surgical horizons will be of little or no value in combating cancer of the rectum and colon. Rather, these investigations indicate that the best interests of the average patient would be more often preserved by avoiding super-radical operations. More often than not attempts to cure patients by extensive radical surgical measures result in the ultimate frustration of the surgeon and a disservice to the patient. We must accept the fact that operation is only a stop-gap measure with definite limitations of accomplishment. The final cure of cancer, if any, lies in the fields of biology, physiology, biochemistry, physics, virology and perhaps allied fields and not in trying to devise more radical surgical procedures. Failing to recognize these limitations of surgery can only harm the patient. In view of our present knowledge, it is my considered opinion that for cancer of the rectum or lower sigmoid an operation which consists of ligation of the inferior mesenteric artery near its source of origin, the removal of the entire mesosigmoid below this point, clearing of the hollow of the sacrum and wide removal of tissues adjacent to the rectum and anal canal will in most instances result in as large a percentage of permanent cures as the more radical procedures just discussed. In the majority of cases the advantages, if any, derived from the more radical procedures are more than offset by an increased morbidity, complication rate and mortality.
BIBLIOGRAPHY
The " Hopeless " Case By ROBERT V. COOKE, Ch.M.1 Bristol I WOULD not presume to speak to you about the care of the truly hopeless case. This difficult task falls to others in our profession, and I am sure it is always a source of wonder and admiration that these doctors are able to do so much to sustain such patients through their last weeks or months of life. It may be from a sense of duty, but I am sure there is also a degree of compassion, of kindness and of patience which possibly few surgeons possess.
Our job is so much easier, for during our activities patients are buoyed up with hope of cure, and even if that is beyond our skill, we can usually avoid at this stage telling them the truth. I do not propose to say anything about the occasional use of anterolateral tractotomy or leucotomy; or the relief which may follow the drainage of an abscess; or the value of diathermy, repeated if necessary; or even a suprapubic cystostomy, should micturition become increasingly difficult. What I want to talk about is the seemingly hopeless case, and to emphasize once again the value of extensive, even ruthless surgery when the occasion demands it. Though it may be a considerable responsibility to urge such an operation we should surely think carefully before advising against a procedure which may result in further years of good and useful life. But as I have indicated, it may be proper to do nothing in the way of surgery or, at any rate, to restrict our activities to a simple procedure designed to 'From the Bristol Royal Hospital. Though there may be distant metastases there is no need to emphasize the inestimable value of ridding our patient of a foul, ulcerating and bleeding growth, whatever other burdens he may have to bear. We do not delude ourselves that the answer to cancer is even more radical surgery, for something better may be round the corner, but as yet we have to continue to do what we can. Unhappily, cancer of the colon, including the rectum, can be silent, and in spite of our efforts in teaching, or because of fear, or mistakes, the advanced case still turns up from time to time.
Growths of the large bowel may grow slowly, and a superimposed inflammatory factor may overtake the malignancy and be largely, indeed almost wholly, responsible for the bulk, fixation and supposed inoperability. Extensive spread by contiguity may still be cured provided the excision is wide enough and the involved structures can be' spared-or perhaps, nowadays, replaced! Figs. 1-6 illustrate the points I wish to emphasize.
My first case of this kind was in 1934. The patient declined operation for a large growth (Fig. I) 
FIG. I
A year later the growth was coming through the skin but still proved removable with a large part of the anterior and posterior abdominal wall and the kidney-due to an involved ureter. This patient was well twenty-two years later., I have had two other almost identical problems, one being a doctor whom I followed for seventeen years afterwards.
